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The parameters of service delivery in mental health are subject to constant review and change. This is more so in the current Sri Lankan setting as the country gears itself to provide care under a new Mental Health Act. In this context, there appears to be a consensus that there is a need for 'Community Psychiatry', indicating a preference for a shift from hospital based care (1, 2).
The concept of formalized 'Community Psychiatry' originated not because of evidence that it was a superior method of treatment but due to a social need to destigmatise the mentally ill and offer them a humane form of care(3). Since then, developed countries have stayed with, evolved and enhanced that model albeit with proportionate improvements in the infrastructure and human resources involved.
With this sea-change in the method of service delivery in mental health care in the developed world, there has been a global trend to accept it as the 'ideal' to aspire for. Even in the region, countries such as India and Pakistan have embraced it with few reservations (4).
In Sri Lanka, poised as it is to implement drastic changes to archaic mental health legislation, this is an opportune moment to pause and take stock. That is not only because of the changing social milieu in a country in the midst of post-war transformation but also because of the growing concerns about 'ideal' community based mental health care not yielding expected returns in developing countries (5) .
Such a model envisages certain pre-requisites: services provided on the basis of a geographical area, a comprehensive care package delivered through a multidisciplinary team and liaison with hospital services at the discretion of the team, rather than the service user (6) . Obviously, such a model uses up vast resources, both in personnel and in infrastructure.
Some drawbacks that could crop up in a Sri Lankan setting can be readily foreseen. There are likely to be limitations on the required infrastructure. This could lead to wide disparities in the services offered in the different regions.
Trained personnel have always been in short supply and will not be available in adequate numbers in the near future. Even more daunting will be the prospect of imposing a tightly controlled referral system on a population used to seeing a specialist as the first point of contact.
How the system of a structured and formal system of care will fare in a culture that is steeped not only in an indigenous system of medicine but also in a belief system that heavily incorporates the supernatural into mental health problems is also a pertinent issue.
Given these concerns, it is proposed that the Sri Lanka's particular attributes be taken into consideration in developing a satisfactory model of mental health care: a geographically small country which makes most areas accessible to 'regional centres', a free health service, an established and efficient primary care network, a literate population and a communication network that appears to be growing exponentially.
If all these factors are taken due advantage of, it could still be possible to provide reasonable mental health care to the majority, if not the entire population but it is a task that must be undertaken judiciously, with much planning and with careful attention to detail.
A key issue in this exercise would be in identifying the primary service provider of psychiatric services. The use of the term 'psychiatric' services, rather than mental health service is deliberate; it is suggested that given the frailties of the Sri Lankan health care system which makes it vulnerable for exploitation by many, the psychiatric service provider would play a pivotal role in the success (or failure!) of any mental health care model.
At present, such services are provided by a network of a few dozen psychiatrists, about one hundred diplomates trained in the specialty for one year and a few hundred medical officers who are unfortunately not positioned in a manner that suggests an equitable distribution of human resources (7).
Summary
Sri Lanka is preparing to introduce new mental health laws incorporating aspects of community care amidst global acceptance of Community Psychiatry as the ideal model of service delivery in mental health. However, this model needs to be reviewed not only because of the high financial and human resources it requires but also in light of recent reports that it has not yielded expected results in some developing countries. A more practical framework, incorporating the many specific factors of the milieu in which it operates, is advocated especially for a country such as Sri Lanka with its distinctive advantages and limitations.
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A more co-ordinated, rather than ad-hoc, placement of these scarce human resources is undoubtedly called for. At least at the trained medical officer level, it is suggested that they should also utilise the existing health care infrastructure as much as it is feasible. By so doing, they may not be locating themselves in a specially designated mental health facility, but they would still be in the 'community' which would arguably be more acceptable to those sections of the population who are wary of seeking mental health care.
A comment is also relevant on the recent clamour for 'community psychiatrists'. This is indeed a concept to strive for in a country which boasts of a lesser number of specialists in Psychiatry than in most other specialties, but that does not make a case to abdicate that role to others, when, the world over, this is a position served primarily by psychiatrists.
A more practical model-at least in the short term-would be for psychiatrists to divide their time between their hospitals and the communities that those facilities serve. Certainly, the provision of specialists in other sub-specialties such as Forensic Psychiatry and Child Psychiatry must take precedence.
In the recent past there has been a growing body of evidence accumulating against the strategy of 'importing' the 'Community Psychiatry' model as it is practiced in developed countries and implanting it in less affluent nations (8) .
With the benefit of such hindsight, it should be possible to devise a model of care although evidence based medicine and randomized controlled trials may not reveal what that model is. It needs to be a system that not only incorporates the benefits of a community care system but is also able to seamlessly integrate into the specific social, cultural and health needs of a given society, taking into account especially the limitations that it is likely to encounter. Such a structure may not constitute 'Community Psychiatry' as many know it. It may not even be located in the community. Instead, it would be a model of mental health care that serves the community that it operates in. That could be the new paradigm for 'Community Psychiatry' for developing nations.
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